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Abstract
Aim: In this study, we aimed to detect changes in sexual functions before and after surgery in women who underwent pelvic reconstruction for pelvic organ 
prolapse and urinary incontinence.
Material and Methods: This prospective cross-sectional study included 60 patients who underwent anterior and posterior vaginal repair due to cysto-rectocele 
and/or uterine prolapse. One day before and three months after the operation, FSFI scoring was performed. Patients were divided into 3 groups according to 
age: 30-40 years old (Group 1), 41-49 years old (Group 2) and 50-59 years old (Group 3). 
Results: There was no significant difference in the total FSFI score of the patients after the operation (p = 0.072). There was a statistically significant increase 
in sexual desire and arousal scores (p = 0.011 and p = 0.049, respectively) but there was no statistically significant difference in the other subscale scores. 
There was a statistically significant difference in the sexual desire and arousal scores of Group 1 and the sexual desire score of Group 3 patients (p = 0.028, 
0.046 and 0.017, respectively). There was a decrease in the total FSFI score and sexual desire, lubrication, orgasm, satisfaction subscale scores after the 
operation but this decrease was not statistically significant.
Discussion: There was no change in the total FSFI score in the 3rd month after  pelvic organ prolapse operation, but there was a statistically significant 
increase in sexual desire and arousal scores. We believe that this increase may be due to the changing body image and sexual self-confidence of the patients 
in the postoperative period.
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Introduction
Sexual wellbeing, which can guide decisions in human life, can 
be interrupted by various factors. Sexual dysfunction is a more 
common problem in women than men, and its prevalence can 
increase by 19.7–28.7% (range 3.4–70.8%) in women with 
incontinence [1]. Urinary incontinence during sexual intercourse 
affects the sexual function of a woman by causing feelings of 
shame and liquidity, it can also have negative effects on the 
sexual life of her partner and sometimes cause him to leave the 
relationship [2]. 
Uterovaginal condition, which is characterized as herniation 
into or out of the vagina as a result of downward displacement 
of the pelvic organs, can cause inactivity and affect the 
patient’s sexual relations [3]. Although the mortality probability 
of genital organ prolapse is extremely low, it is known to have a 
significant negative effect on the patient’s quality of life.  
In addition to physical factors, other important components 
of genital organ prolapse that affect sexual function include 
psychological aspects, genital image and sexual distress. 
Sociocultural factors also affect the patient’s sexuality and 
sexual behavior [4].
Rectocele, cystocele and uterine prolapse are conditions under 
the umbrella of pelvic organ prolapse (POP) [5]. Pelvic floor 
weakness and POP are common physical conditions that affect 
sexual function. Information on sexual function after surgery for 
POP is conflicting. However, many studies suggest that sexual 
function remains the same or improves in the postoperative 
period. Thus, there is a need for a validated questionnaire 
assessing sexual function after POP surgery. One such scale is 
the Female Sexual Function Index (FSFI) [6,7].
The aim of this study was to determine whether there were 
changes in women’s sexual function after undergoing pelvic 
floor surgery to repair POP using the FSFI questionnaire.

Material and Methods
Patients and Methods
This prospective cross-sectional study included 60 patients 
who underwent anterior and posterior vaginal repair due to 
cystorectocele and/or uterine prolapse between June 2017 and 
June 2018 at the gynecology clinic of the Haseki Training and 
Research Hospital. This study was approved by the institutional 
review board (Number 500. Date: 30.05.2017). Written informed 
consent was obtained from each patient. Patients aged 60 
and over and those who were not sexually active were not 
included in the study. Patients’ data on the following variables 
were collected: age; gravida; parity; childbirth delivery type; 
body mass index; cigarette or alcohol use; menopausal status; 
hormone replacement therapy use; the presence of diabetes, 
hypertension or dyslipidemia; previous hysterectomy, previous 
vaginal operation or additional anterior or posterior vaginal 
repair surgical procedures. 
Data collection and questionnaires 
Participants were asked to fill out the FSFI questionnaire the 
day before the operation and three months after the operation, 
and pre- and post-surgery scores were determined for each 
patient. The patients were divided into three groups according 
to their age: Group 1 consisted of patients 30–40 years old, 
Group 2 of those 41–50 years old and Group 3 of those 51–59 

years old. Calculations were done to determine if there was a 
relationship between patient age and FSFI scores both pre- and 
postoperatively. 
The FSFI was developed by Rosen et al. to evaluate female 
sexual function [8]. A validity and reliability study of the index 
was conducted by Aygin and Aslan [9]. The FSFI questionnaire 
consists of 19 items on sexual function divided into six 
subsections – desire, arousal, lubrication, orgasm, satisfaction 
and pain. Each item is scored from 0 to 5. Thus, the highest total 
score possible is 95 and the lowest 4 points are obtained on the 
scale. Calculations were also made to determine the scoring of 
the subscales and the wholesale scale, and a coefficient of 0.6 
was found for desire, 0.3 for arousal and lubrication, and 0.4 for 
orgasm, satisfaction and pain. The averages of the subsections 
were multiplied by the coefficients, and the highest possible 
score for each subsection was calculated as 36, with the lowest 
score being 7. Thus, preoperative and postoperative scores were 
calculated for each patient. Analysis was done to determine if 
there was a difference between the total scores and between 
the subscale scores before and after the operation. Many 
studies have reported that an FSFI score below 26.55 poses a 
high risk for sexual dysfunction.
Statistical analysis
Data were analyzed using the SPSS 16.0 statistics program. 
Numbers and percentages were given for categorical variables, 
and mean ± standard deviation minimum-maximum for 
numerical variables. Numerical variables were compared 
using the Student-t Test and the Mann- Whitney U test, and 
more than two group comparisons were made with One- 
Way ANOVA and the Kruskal-Wallis tests. Subgroup analyzes 
were performed with the Tukey test since the parametric 
test condition was met. Dependent group comparisons were 
made with Paired t-test and the Wilcoxson test. Relationships 
between numerical variables were examined using the Pearson 
and Spearman Correlation Analysis test. P <0.05 was accepted 
as the statistical alpha significance level.
Ethical Approval
Ethics Committee approval for the study was obtained.

Results
The mean age of the patients included in the study was 49.3 ± 
8.0 years. When the patients were grouped according to age, 
20% (n=12) were in Group 1, 33.3% (n=20) were in Group 2, and 
46.7% (n=28) were in Group 3. Stress urinary tract incontinence 
(SUI) was present in 58.3% (n=35) of patients before the 
operation. In the study group, no additional surgical procedures 
other than colporrhaphy anterior and colporrhaphy posterior 
were performed in  20 (33%) patients, while transobturator tape 
(TOT) operation was added to 15 (25%) patients. In addition, 
while vaginal hysterectomy, sacrospinous ligament suspension 
(SSF) and mini sling operation were performed at the same 
time in 23 (38.4%) patients, abdominal hysterectomy operation 
was also performed in only 2 (3.3%) patients. Demographic 
data of the patients are shown in Table 1.
There was no significant change in the total FSFI score of the 
patients after the operation (p=0.072). There was a statistically 
significant increase in the total scores of sexual desire and 
arousal of the patients after the operation (p= 0.011 and p= 
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0.049, respectively ), while no statistically significant change 
was found in the other scale scores. After the operation, 
a statistically significant increase was found in the sexual 
desire and arousal scores of Group 1 patients and in the 
sexual desire scores of Group 3 patients (p=0.028, 0.046 and 
0.017, respectively). No significant change was found in the 
other scale scores of Group 1 and Group 3 patients. In the 
postoperative period, a decrease was found in the total FSFI 
score and subscale scores of sexual desire, lubrication, orgasm, 
and satisfaction in Group 2 patients, but this decrease was not 
statistically significant.
It was observed that the total FSFI score and both preoperative 
and postoperative scores of sexual desire, arousal, lubrication 
and climax subscale scores decreased statistically with 
increasing age (preoperatively; p=0.008, 0.005, 0.007, 0.020, 
0.004, postoperatively; p=0.002, 0.002, 0.001, 0.005, 0.001). 
It was determined that the post-operative satisfaction score 
decreased statistically significantly as the age of the patients 
increased (p=0.043). There was no statistically significant 
relationship between the satisfaction parameters in the 
preoperative period and the increase in age (p= 0.0529 ) ( Table 
3).

Discussion
Pelvic floor weakness and POP are physical conditions that 
negatively affect sexual functions and sexual satisfaction. 
Information on sexual functions after POP surgery is conflicting. 
There are studies advocating that sexual functions improve, not 
change, or even worsen after surgery. While using different 
questionnaires, different population characteristics and 
different operative techniques seem to be effective in these 
results; age, parity, cultural differences, and history of pelvic 
surgery are other factors [10].
In a prospective study by Feldner et al., in which 27 patients who 
underwent traditional anterior colporrhaphy and 29 patients who 
underwent anterior vaginal repair with small bowel submucosa 
grafts, the FSFI scores at preoperative and postoperative 12 
months were compared. A statistically significant increase was 
found in both groups in the postoperative period both in the 
total score of the FSFI scale and in the scores of desire, arousal, 
lubrication, orgasm, satisfaction, and pain scales [11]. In current  
study, a statistically significant increase was observed only in the 
sexual desire and arousal subscale scores in the postoperative 

Table 1. General characteristics of the patients.

Age (year) n %

Age (year)Med+-SD (min-max) 48,3±8,0 (31-59)

30-40 years old 12 20

41-50 years old 20 33,3

51-60 years old 28 46,7

BMI (kg/m2)Med+-SD (min-max) 30,1±5,1(21,1-42,4)

Parity 3,6±1,8 (1-10)

VD 51 85

VD+C/S 9 15

Menopause 31 51,7

Hrt 6 10

Alcohol 2 3,3

Cigarette 11 18,3

SUI 35 58,3

DM 9 15

HT 22 36,7

Dyslipidemia 11 18,3

History of hysterectomy 8 13,3

History of pelvic reconstruction 2 3,3

Additional surgery, None 20 33,3

TOT 15 25

VH, SSF, KK, Minisiling 23 38,4

TLH+BSO 2 3,3

Body Mass Index (BMI); Vaginal Delivery ( VD );  Cesarean Section ( C/S) Hormone 
Replacement Therapy ( HRT); Stress Urinary Incontinence (SUI); Diabetes Mellitus 
(DM); Hyperertension (HT); Transobturatour Tape (TOT);  Vaginal Hysterectomy ( VH); 
Sacrospinous Ligament Fixation (SSF); colporrhaphy (KK); Total abdominal hysterectomy 
bilateral salpingo-oophorectomy (TLH+BSO)

Table 2. Comparison of patients’ pre- and postoperative 
FSFI score subgroup scores with total FSFI scores and their 
relationship with age groups.

FSFI
Total Patients 
Group aged 

30-59 (n=60)

30-40 
age

Group 1
(n=12

41-50 
age

Group 2
(n=20

50-59 
age

Group 3
(n=28)

Subgroups Mean±SD Mean.±SD Mean.±SD Mean.±SD

Sexual 
Desire Total 
Score

Preop 2,72±1,30 3,20±1,18 3,18±1,26 2,19±1,20

Postop 3,05±1,25 3,95±0,79 3,09±1,32 2,64±1,18

Diff 0,33±1,12 0,75±1,12 -0,09±1,27 0,45±0,95

p 0,011 0,028 1 0,017

Arousal 
Total Score

Preop 2,72±1,46 3,20±1,45 3,30±1,43 2,10±1,27

Postop 2,96±1,60 3,78±1,31 3,42±1,59 2,28±1,47

Diff 0,24±1,19 0,58±1,20 0,12±1,53 0,18±0,89

p 0,049 0,046 0,442 0,284

Lubrication
Total Score

Preop 3,32±1,88 3,45±1,86 4,26±1,78 2,58±1,70

Postop 3,50±1,91 4,20±1,70 4,23±1,88 2,68±1,73

Diff 0,19±1,72 0,75±1,80 -0,03±1,83 0,10±1,63

p 0,108 0,16 0,486 0,497

Orgasm 
Total Score

Preop 3,29±1,81 3,93±1,65 4,06±1,54 2,47±1,76

Postop 3,43±1,73 4,27±1,69 3,96±1,42 2,69±1,70

Diff 0,13±1,50 0,33±1,86 -0,10±1,42 0,21±1,42

p 0,335 0,678 0,797 0,372

Satisfaction 
Total Score

Preop 3,52±1,81 3,93±1,92 4,14±1,53 2,90±1,80

Postop 3,75±1,72 4,43±1,64 4,08±1,49 3,21±1,80

Diff 0,23±1,65 0,50±1,81 -0,06±1,72 0,31±1,56

p 0,263 0,37 0,905 0,253

Pain Total 
Score

Preop 4,67±1,87 4,87±1,80 4,30±1,75 4,86±2,00

Postop 4,50±1,57 4,80±1,71 4,36±1,55 4,47±1,56

Diff -0,17±2,23 -0,07±1,91 0,06±1,98 -0,39±2,55

p 0,349 0,599 0,977 0,257

FSFI Total 
Score

Preop 20,24±7,73 22,58±6,20 23,24±6,77 17,10±7,96

Postop 21,18±7,94 25,43±6,00 23,14±7,54 17,97±7,84

Diff 0,94±6,90 2,84±6,62 -0,10±7,15 0,87±6,91

p 0,072 0,108 0,5 0,269

Female Sexual Function Index (FSFI); Preoperative (Preop); Postoperative (Postop), Difference 
(Diff)
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period, while no significant change was observed in the other 
subscale scores. Perhaps this result can be attributed to the 
combination of anterior repair with other surgical procedures in 
this study. Colombo et al. followed up postmenopausal patients 
who underwent Burch due to stress urinary incontinence and 
cystocele and underwent anterior colporrhaphy for 8 years. They 
reported that dyspareunia developed in  56% of  sexually active 
patients who underwent anterior colporrhaphy. However, it is 
not clear which procedure is effective in dyspareunia because 
simultaneous vaginal hysterectomy, posterior colporrhaphy 
with levator ani plication and perineorrhaphy were performed 
in the patient group who underwent anterior colporrhaphy [12]. 
Similarly, in our study, anterior colporrhaphy procedure was 
not performed alone, posterior colporrhaphy procedure was 
added in all our patients, and vaginal hysterectomy was also 
performed in 30% of patients; however, no significant change 
was observed in the dyspareunia scale in the postoperative 
period. We think that this may be due to the fact that we did 
not apply levator ani plication.
A study by Azar et al. evaluated preoperative and postoperative 
3rd-month FSFI scores of patients undergoing anterior 
colporrhaphy and/or posterior colporrhaphy in women in the 
reproductive period. They stated that with the significant 
increase in sexual desire, arousal, lubrication, orgasm, 
satisfaction and total FSFI scores, postoperative dyspareunia 
also increased significantly [13]. The increase in dyspareunia 
was attributed to vaginal narrowing and levator application. 
In addition, the reason for the increase in the parameters of 
lubrication, orgasm, satisfaction and total FSFI score in this 
study, unlike our study, may that the mean age of the patients 

included in the study was 36.7 years, younger than the patients 
in our study. Similarly, in this study, when the preoperative and 
postoperative FSFI scores of the patients were compared, a 
statistically significant change was found in the total scores 
of sexual desire and arousal, but no significant change was 
observed in the orgasm parameter. Brandner et al. conducted 
a study with the postmenopausal patient group who underwent 
rectocele repair; although there was a statistically significant 
increase in the preoperative and postoperative 6th-month 
FSFI scores, sexual desire and satisfaction parameters of 
the patients, and a significant decrease in dyspareunia, there 
was no significant change in arousal, lubrication and orgasm 
parameters [14].
In the study by Roos et al., in which they performed 
vaginal hysterectomy, anterior repair, posterior repair, and 
sacrocolpopexy operations due to POP, the the Pelvic Organ 
Prolapse/Urinary Incontinence Sexual Function Questionnaire 
scale showed the change in sexual functions (67%) of the 
perimenopausal patient group and their sexual life improved 
positively in the preoperative and postoperative 3rd month. 
The reason for this in this study is the fact that women 
whose body image and genital perceptions have changed do 
not worry about sexual activity and develop behavior of not 
avoiding sexual activity in the post-operative period [15]. In 
contrast, Helström and Nilsson found that the development of 
dyspareunia increased after vaginal surgery in the preoperative 
and postoperative 1st year in their study in which they applied 
the Machester technique for the descent. They stated that 
the reason for this is that the blood and nerve support in the 
vaginal wall may be damaged during surgery and thus sexual 
arousal and lubrication may be impaired [16]. However, in the 
current study, we did not find any significant change in pain 
and lubrication when we compared the preoperative and 
postoperative periods.
Sexual satisfaction can be affected by education level, cultural 
structure, stress, spiritual and sexual harmony between 
spouses. At the same time, negative anatomical changes 
in the genital organs such as weakness of the pelvic floor 
muscles and relaxation in the pelvic organs may also cause 
sexual dysfunction. [17,18]. Barber et al. suggested that 
sexual performance and sexual satisfaction would not change 
after colporrhaphy [19]. In the study by Hoda et al., in which 
they performed anterior and posterior vaginal repair using 
transobturator mesh for cystorectocele and SUI and evaluated 
the sexual functions of patients with the FSFI scale for 2 
years, a statistically significant increase in sexual desire, 
arousal and lubrication in the postoperative period was found. 
Although there was a remarkable increase in orgasm and sexual 
satisfaction parameters, the increase in these parameters was 
not statistically significant [20]. Similarly, we did not find any 
significant difference in terms of sexual satisfaction in the 
postoperative period in this study.
In their study, Shahghaibi et al. reported that while increased 
sexual desire, sexual satisfaction and orgasm were detected 
in the FSFI scale applied to women with prolapse 3 months 
before and 6 months after the colporrhaphy operation, the 
frequency of intercourse and sexual arousal did not change. It 
has also been reported that dyspareunia due to the narrowing 

Table 3. Relationship of FSFI total scores and FSFI score 
subgroup scales with age in the preoperative and postoperative 
periods.

Age

rho p

Sexual Desire Total Score

Preop -0,361 0,005

Postop -0,396 0,002

Diff -0,037 0,778

Arousal Total Score

Preop -0,343 0,007

Postop -0,422 0,001

Diff -0,061 0,646

Lubrication Total Score

Preop -0,3 0,02

Postop -0,359 0,005

Diff -0,04 0,76

Orgasm Total Score

Preop -0,367 0,004

Postop -0,414 0,001

Diff 0,004 0,975

Satisfaction Total Score

Preop -0,252 0,052

Postop -0,262 0,043

Diff 0,02 0,882

Pain Total Score

Preop 0,043 0,745

Postop -0,104 0,43

Diff -0,091 0,488

FSFI Total Score

Preop -0,339 0,008

Postop -0,389 0,002

Diff -0,036 0,784

Female Sexual Function Index (FSFI); ); Preoperative (Preop); Postoperative (Postop), 
Difference (Diff)
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of the vagina as a result of colporrhaphy may also occur with 
increasing age and obesity [21].   
In the current study, we did not detect a significant change in 
preoperative and postoperative pain parameters. As the age of 
women increases, there is a decrease in sexual desire, orgasm, 
arousal, lubrication and satisfaction, and  there is an increase 
in dyspareunia. It has been shown that the decrease in estrogen 
causes dyspareunia, loss of desire, decrease in the number of 
sexual activity, decrease in genital sensitivity, and difficulty in 
reaching orgasm [22,23].
Conclusion 
In this  study, it was observed that the total FSFI score and 
both preoperative and postoperative scores of sexual desire, 
arousal, lubrication and orgasm subscale scores decreased 
statistically significantly as age increased. In addition, it was 
determined that the postoperative satisfaction score decreased 
significantly as the age of the patient increased. Although there 
are limited studies on the relationship between age and the 
sexual function of patients who have undergone POP-repair 
surgery, we found a decrease in sexual function with age in our 
study.
The main limitations of this study are its single-center and 
relatively small sample size.

Scientific Responsibility Statement 
The authors declare that they are responsible for the article’s scientific content 
including study design, data collection, analysis and interpretation, writing, some 
of the main line, or all of the preparation and scientific review of the contents and 
approval of the final version of the article.

Animal and human rights statement
All procedures performed in this study were in accordance with the ethical 
standards of the institutional and/or national research committee and with 
the 1964 Helsinki Declaration and its later amendments or comparable ethical 
standards. No animal or human studies were carried out by the authors for this 
article.

Funding: None

Conflict of interest
None of the authors received any type of financial support that could be considered 
potential conflict of interest regarding the manuscript or its submission.

References
1. Chew PY, Choy CL, bin Sidi H, Abdullah N,  Roos NAC,  Sahimi HMS,  et al. The 
association between female sexual dysfunction and sexual dysfunction in the 
male partner: A systematic review and meta-analysis. J  Sex Med. 2021;18(1):99-
112.
2. Hoch Z. Female sexual dysfunction= a new schematic educational and clinical 
tool with enhanced etiology and classification. Sexologies. 2022;31(1):1-7.
3. Jha S. Maintaining sexual function after pelvic floor surgery. Climacteric. 
2019;22(3): 236-41.
4. Rušavý Z, Nečesalová P, Rinnová E, Smažinka M, Havíř M, Kališ V. Český překlad 
a validace dotazníku kvality pohlavního života u žen s prolapsem pánevních 
orgánů či inkontinencí moči nebo stolice - PISQ-IR [Czech linguistic validation 
of the Pelvic Organ Prolapse/ Urinary Incontinence Sexual Questionnaire - IUGA 
revised]. Ceska Gynekol. 2017; 82(2):129-38. 
5. RJ Detollenaere, J den Boon, KB Kluivers, ME Vierhout, HW van Eijndhoven. 
Surgical management of pelvic organ prolapse and uterine descent in the 
Netherlands. Int Urogynecol J. 2013;(24):781-8.
6. Kinjo M, Yoshimura Y, Kitagawa Y, Okegawa T, Nutahara K. Sexual activity and 
quality of life in Japanese pelvic organ prolapse patients after transvaginal mesh 
surgery. J Obstet Gynaecol Res. 2018;44 (7):1302-7.
7. Basson R, Berman J, Burnett A, Derogatis  L, Ferguson D, Fourcroy J, et al. 
Report of the international consensus development conference on female sexual 
dysfunction: Definitions and classifications. Journal of Sex & Marital Therapy. 
2001;27(2):83-94.
8. Rosen R, Brown C, Heiman J, Leiblum S, Meston C, Shabsigh R, et al. The 
Female Sexual Function Index (FSFI): A multidimensional self-report instrument 
for the assessment female sexual Function. J Sex Marital Ther. 2000;26(2):191-
208.
9. Aygin D, Aslan FE. The Turkish adaptation of the female sexual function index. 
Turkiye Klinikleri J Med Sci. 2005;25:393-9. 

10. Abrar S, Mohsin R, Saleem H. Surgery for pelvic organ prolapse and stress 
urinary incontinence and female sexual functions: A quasi-experimental study. 
Pak J Med Sci. 2021;37(4):1099. 
11. Feldner PC, Delroy CA, Martins SB, Castro RA, Sartori MGF, Girão MJBC. 
Sexual function after anterior vaginal wall prolapse surgery. Clinics. 2012;67(8): 
871-5.
12. Colombo M, Vitobello D, Proietti F, Milani R. Randomised comparison of 
Burch colposuspension versus anterior colporrhaphy in women with stress 
urinary incontinence and anterior vaginal wall prolapse. Brit J Obstet Gynaec. 
2000;107(4):544-51.
13. Azar M, Noohi S, Radfar S, Radfar MH. Sexual function in women after surgery 
for pelvic organ prolapse. Int Urogynecol J Pelvic Floor Dysfunct. 2008;19(1):53-7.
14. Brandner S, Monga A, Mueller MD, Herrmann G, Kuhn A. Sexual function after 
rectocele repair. J Sex Med. 2011;8(2):583-8.
15. Roos AM, Thakar R, Sultan AH, de Leeuw JW, Paulus AT. The impact of pelvic 
floor surgery on female sexual function: a mixed quantitative and qualitative 
study. BJOG. 2014;121(1):92-100.
16. Helstrom L, Nilson B. Impact of vaginal surgery on sexuality and quality of life 
in women with urinary incontinence or genital descensus. Acta Obstet Gynecol 
Scand. 2005;84(1):79-84.
17. Wagenlehner FM, Bschleipfer T, Liedl B, Gunnemann A, Petros P, Weidner W. 
Surgical reconstruction of pelvic floor descent: anatomic and functional aspects. 
Urol Int. 2010;84 (1):1-9.
18. Jeong TY, Yang SA, Seo JT. The effect of posterior colporrhaphy performed 
concurrently with midurethral sling surgery on the sexual function of women with 
stress urinary incontinence. Int Neurourol J. 2010;14(3):177-81. 
19. Barber MD, Visco AG, Wyman JF, Fantl JA, Bump RC.  Continence Program for 
Women Research Group: Sexual function in women with urinary incontinence and 
pelvic organ prolapse. Gynecol. 2002;99(2):281-9.
20. Hoda MR1, Wagner S, Greco F, Heynemann H, Fornara P. Prospective follow-
up of female sexual function after vaginal surgery for pelvic organ prolapse using 
transobturator mesh implants. J Sex Med. 2011;8(3):914-22.
21. Shahghaibi S, Faizi S, Gharibi F. Effect of colporrhaphy on the Sexual 
Dysfunction of women with pelvic organ prolapsed. Pak J Med Sci. 2013;29(1):157-
60. 
22. Sood R, Kuhle CL, Thielen JM, Kapoor E, Vencill JA, Mara KC, et al. Association 
of mindfulness with female sexual dysfunction. Maturitas. 2022;161:27-32.
23. Djusad S, Hakim S,  Priyatini T, Moegni F, Anggraeni S, Farid IA. Factors 
Associated Sexual Dysfunction in Patients Pelvic Organ Prolapse at Dr. 
Cipto Mangunkusumo and Fatmawati Hospital Jakarta in 2016. Adv Sci Lett. 
2018;24(8):6147-50.

How to cite this article:
Merve Abay, Levent Özgen, Gülten Özgen, Derya Sivri Aydın, Behiye Pınar 
Göksedef. Early effect of pelvic organ prolapse surgery on female sexual 
functions. Ann Clin Anal Med 2023;14(6):536-540 

This study was approved by the Ethics Committee of Health Science University, 
Haseki Training and Research Hospital (Date: 2017-05-30, No: 500)


